Background and aim: Intimate partner violence (IPV) is a global problem. Family dysfunction is an integral characteristic of IPV homes. However, not much has been done regarding restoration of these families. The aim of this study was to explore the effect of counselling on the family function of pregnant IPV victims, with a view to recommending an appropriate interventional strategy. Methods: The study was a single-blinded randomised controlled trial of pregnant IPV victims. The Abuse Assessment Scale (AAS) was used to recruit 72 IPV victims who were randomised into the control and intervention arms of 36 each. Their sociodemographic data were collected. The family function of the victims was assessed using the SCORE-15 index of family function at the beginning the study. The intervention arm had three sessions of counselling lasting one to two hours fortnightly using the SOS DoC protocol. The family function was repeated post intervention. Data were analysed using SPSS version 20 and a p-value of < 0.05 was considered significant. Results: The majority (82%) of the IPV victims had dysfunctional families. Baseline mean family function score across the groups showed no statistically significant difference. Post intervention, the mean family function score improved from 2.92 ± 0.92 to 2.16 ± 0.63 and this change was statistically significant (p < 0.0001). In the control arm, the change from 2.48 ± 0.73 to 2.29 ± 0.82 was not statistically significant (p = 0.116). Conclusion: Short-term counselling significantly improved the family function of IPV victims.
Introduction
Intimate partner violence (IPV) is a destroyer of the family unit. This is clearly evident from the menace the 'worm' creates in every aspect of the family. 1 The perpetrator, whether male or female, is usually unapproachable and beyond control by the victim. 2 The children are not unaffected. It has been shown that children from IPV families have an IQ up to eight points lower when compared with their counterparts. 3 Behavioural challenges also characterise children from violent homes 4, 5 as they are seen to exhibit different vices ranging from substance abuse to bullying and stealing, amongst others. Individuals from violent homes are also prone to hospital visits on account of accidental injuries from physical trauma or other health challenges. 6 Hence family dysfunction thrives in a family with intimate partner violence.
According to Nugent, 7 a dysfunctional family is one that shows impaired communication and relationships where members are unable to get close. It is a family whose normal healthy functioning is impeded through negative behaviour such as abuse, apathy, neglect or lack of emotional support, which constitute the various forms of IPV. 8 In a dysfunctional family, the relationship between the parent and child is tense and unnatural; parents constantly neglect or abuse the child and the other family members accommodate such behaviour. In some cases, children end up with low self-esteem and grow up with the belief that such behaviour is normal. 5 A dysfunctional family has several challenges that go on in a vicious cycle. Hence there is a great need to try to prevent or stop IPV as far as possible.
The US National Institutes of Mental Health Committee on Family Violence has proposed a broader description of IPV as 'acts that are physically and emotionally harmful or that carry the potential to cause physical harm … [and] may also include sexual coercion or assaults, physical intimidation, threats to kill or harm, restraint of normal activities or freedom, and denial of access to resources'. 9 This implies that while a dysfunctional family can lead to IPV, IPV can also be a cause of family dysfunction. 10 The prevalence of IPV among women is alarming, as up to 52% face violence in their lifetime in the USA. 11 Even pregnant women are not spared. In fact it has been suggested that violence during pregnancy may be a more common problem than conditions for which pregnant women are routinely screened. 12 The prevalence in Africa is said to be the highest globally. 13 Bailey et al.
14 gave a prevalence of up to 81% in their study among pregnant women. Thus screening for IPV in all women is essential for early detection and prompt treatment where possible.
Intervention programmes to curb IPV are not common and often aim to control IPV by separating the victims from the perpetrator. [15] [16] [17] A separation, though it might put an end to abuse, may create another problem. This is because, in a family, separation of partners has several effects on the family unit. Abuse is detrimental to children, but sometimes a separation poses even worse problems for the children. 18 Also, most victims usually face abuse because they are completely dependent on the perpetrator, i.e. the victim is not empowered either financially or otherwise. 19 In such an instance, a separation might stop the abuse but pushes the victim into another problem of poverty or inability to cope, which in itself is a huge challenge. Therefore separation is hardly ever a solution to abuse as might be expected. Solutions that are aimed at reconciliation or stopping the violence might in the long run be more beneficial.
Problems that result in IPV are most often problems that can be traced and identified. This then implies that possible solutions could be proffered. The problem-solving counselling technique is a structured and systematic approach to resolving problems that are linked to stressful circumstances. 20 It is said to be particularly suitable for patients whose life problems are adversely affecting or maintaining disorder. It involves the patient identifying and listing problems and then considering what practical ways exist to solve or alleviate the problem. These solutions are tried and then reviewed. 20 The place of problem-oriented counselling becomes relevant in addressing problems of IPV. The ability to identify causal/risk factors where they exist, trace their origins and proffer possible solutions was explored in this study.
Though some authors advocate long-term counselling sessions, which could be cumbersome and rather discouraging to embark on, short-term intensive one-on-one counselling has also been advocated. 17 The latter was explored in this study with the aim of avoiding where possible factors that lead to violence. Trying to restore a family unit that has been ravaged by violence was the goal.
Methodology
Study area: The study was conducted at the antenatal clinic (ANC) of the University of Abuja Teaching Hospital (UATH), Gwagwalada, North Central Nigeria. The ANC attends to an average of 3 000 newly pregnant women annually within and around the FCT.
Study population: This consisted of all the pregnant women who attended the ANC of the hospital between September and December 2014.
Study design:
The study was a single-blinded randomised controlled trial of pregnant IPV victims.
Inclusion criteria: All pregnant victims of IPV < 34 weeks who consented to the study were included.
Exclusion criteria: Pregnant women with no intimate partners, e.g. those who were raped by persons they had no relationship with, were excluded from the study.
Sample size determination: The sample size was determined using the formula for proportions with two different arms:
where n = sample size for each arm: f = the proportion of study subjects who are expected to leave the study for reasons other than outcome of the study, i.e. the estimated nonresponse rate =10%; Zα at CI of 95% = 1.96; Zβ, i.e. power of the study at 90% = 1.28; P1 = the proportion of individuals in the exposed group expected to show outcome of interest = assumed to be 50%, i.e. 0.5.; Po = the proportions of individuals in the unexposed group expected to show outcome of interest = 11.6%:
giving a sample size of 72, i.e. 36 per arm.
Sampling technique: Systematic sampling was used to recruit 72 IPV victims who were randomised into two arms of 36 each by simple balloting.
Study protocol: An interviewer-assisted survey of the consenting women for IPV was done by the researcher using the Abuse Assessment Scale (AAS) in a private and confidential manner. A total of 72 IPV victims were recruited. The AAS questionnaire is a validated screening tool with five items and assesses frequency and perpetrator of physical, sexual and emotional abuse by anyone. When any question on the screen was answered affirmatively, the AAS was considered positive for abuse. 21 The sociodemographic data of the eligible 72 women were collected. The victims were then allocated into a control and intervention arm by simple balloting of 36 per arm. A research assistant, who did not know which arm the victims belonged to, assessed their family function at the beginning of the study. This was repeated post intervention. The family function was assessed using the SCORE-15. 22 The SCORE-15 (systemic clinical outcome and routine evaluation; http://www.aft. org.uk/view/score.html?tzcheck=1) is well validated as a measure of family functioning. It meets the Child Outcomes Research Consortium (CORC) requirements of taking less than 10 minutes to complete and being free for use. It is listed by CORC as an additional measure, being piloted specifically for use with family therapy. The 15 items assess three dimensions of family function; five assess family strengths, family difficulty and communication.
The intervention arm then went through three counselling sessions at two-weekly intervals, which were made to coincide with their routine visits. Counselling was done using the SOS-DoC frame work (S-offer support and assess safety; O-discuss options; S-validate patient's strengths; Do-document observations, assessment, and plans; C-offer continuity). This frame work was suggested by Ambuel et al. 23 for interventions in IPV. It combines two therapeutic counselling techniques, 20 i.e. nondirective counselling, which aims at encouraging the client to discuss her/his problems with the counsellor who, through listening, affirms the patient's worth and allows her/him to take time to express their thoughts; and problem-solving therapy, which involves systematically teaching generic skills in active problem solving to reduce stress and enhance self-efficacy. The framework was individualized for each victim and depending on what was reported as the likely cause of the IPV suggestions were made to resolve such problems. For instance, if a woman reported late meal preparation as cause of violence in her house, a cooking plan was suggested to improve on the previous regime, she experimented with it and at the next counselling encounter it was re-evaluated, with challenges identified and adjusted. The family functions of both the intervention and control group were reassessed at the end, approximately six weeks from the first assessment.
Data analysis: The data were analysed using SPSS version 20 software (IBM Corp, Armonk, NY, USA). Categorical variables were expressed as proportions and percentages while continuous variables were summarised as means ± standard deviation.
Chi-square was used to compare the categorical variables while a t-test was used to compare the means between the two groups and changes pre-and post-intervention.
Results
The majority of the women (86.1%) were between 20 and 34 years of age. Approximately 95% had some form of education and 95.4% were married in a monogamous family setting. There was no statistically significant difference between the general characteristics of the study participants in the two arms, hence they were comparable (Table 1) . Table 2 is a summary of the family functions between the two study groups at the beginning of the study (pre-intervention). All the dimensions of the SCORE in both arms showed no statistically significant difference as p-values were FS 0.164, FD 0.838 and FC 0.806, and the total SCORE-15 was 0.443 (Table 3 ).
In the control group, the mean family communication score changed from 3.23 at baseline to 2.80 at the end of the study with a p-value of 0.24, which was not statistically significant. The family support score also changed from 2.71 to 2.66, with a p-value of 0.77, which was not statistically significant. The family difficulty score was 2.72 at the beginning and 2.52 at the end of the study. The p-value was 0.212, which was also not statistically significant. The total SCORE-15 dropped from 2.48 at initial assessment to 2.29 at the final assessment. The p-value of 0.116 was also not statistically significant. Table 4 gives the different dimensions of the SCORE-15. In the intervention arm, the mean family communication score at initial assessment improved from 3.58 to 2.87. This change gave a p-value of 0.0001, which was statistically significant. The family support score was 3.26 pre-counselling and became 2.33 post-counselling. The p-value was 0.0001 and was statistically significant. The family difficulty score also changed from 3.41 to 2.48, which was statistically significant with a p-value of 0.0001. The total SCORE-15 dropped from 2.92 pre-counselling to 2.16 post-counselling. The p-value of 0.0001 was also statistically significant.
Discussion
Intimate partner violence still remains a global challenge and a public health problem. 12 Yet evidence for intervention that could curb this menace is limited. 24 This study set out to identify the effect of counselling as an intervention strategy on the family function of pregnant IPV victims. The findings are discussed below.
The sociodemographic characteristics of both groups were similar as statistical testing showed no significant difference between the two groups.
The study showed that the majority of the victims (86.1%) were between 20 and 34 years with a mean age of 29.8 ± 5.6 years. Women above 35 years accounted for only 13%. This showed an inverse relationship between age and IPV. These findings support work by previous investigators who have reported that IPV occurs more in younger women, commonly aged between 26 and 30, and that the risk decreases with age. 25 This could be due to the fact that younger women are more impulsive in their attitude and also might not be mature enough to handle relationship conflicts. It could also be attributed to absence of economic empowerment, which is commoner in younger than older women. The study showed that over 90% of the victims had undergone formal education and a significant proportion had up to a tertiary level of education. This showed that educational status is not protective against IPV. This, however, has been argued differently by certain investigators. Efetie et al. 26 also found high proportion of educated people in their study. Some other investigators have argued that education might be protective. 27 As high as 62.5% were low-income earners, thus placing the majority of the victims in a low economic class. This agrees with several other studies, which have postulated that women's economic vulnerability further facilitates partner abuse. 27, 28 At an individual and household level, economic development and poverty reduction may have protective impacts on IPV. 29 However, context-specific factors influence whether financial autonomy is protective or associated with increased risk, as a perpetrator could view this as a threat to his dominance. 29 The majority of the women (95.8%) were married, 2.8% were single and 1.4% were separated from their husband. This agrees with some other authors who have said that married women were more likely to be with their spouses and hence have an increased chance of suffering violence. 30 However, another study in Japan had a contrary view stating that IPV occurred equally or even occurs more among single relationships than among those who are married. 31 Most of the victims (80.6%) were Christians while 19.4% were Muslims. There were no traditional worshippers. Though this could be a chance finding it could be attributed to the fact that more Christian women in the area of study were enlightened and hence would more likely seek antenatal care. However, some authors have postulated that Christian beliefs concerning the sanctity of marriage and partner and community pressure to present as model Christians serve to shame and silence battered women, hence Christian women might be more at risk of IPV. 32 Some other authors found a Muslim predominance in their study. 33 IPV has been shown to be associated with family dysfunction. 5, 10 In the present study, family dysfunction was established in approximately 85% of the victims prior to intervention. In the control arm, family dysfunction was reported in about 77.8% of the victims at the beginning of the study with 2.8% having a severely dysfunctional family. At the end of the study, 72.2% of the victims still had dysfunctional families while the severely dysfunctional category increased to 5.6%, implying no change in family function. This corroborates the findings of other researchers who pointed out that IPV negatively impacts on family function. 34 In the intervention arm, 86.2% of participants had dysfunctional family pre-counselling, of which 5.6% were severely dysfunctional. However, at the end of the intervention (which was one to two hours of two-weekly counselling sessions for six weeks), the number of victims had reduced to 61.1% and no one had a severely dysfunctional family. This change was found to be statistically significant, corroborating the work of Heru, 16 who concluded at the end of his study that IPV would plateau or even worsen without any form of intervention.
This study demonstrated the effect of short-term counselling on the family function of IPV victims. At the end of the study, the intervention group who received three sessions of fortnightly individualised problem-specific counselling were found to have a statistically significant improvement in their total family function and the dimensions (FC, FD, and FS) of family function. In the control arm none of the dimensions of family functioning (FC, FD, FS) demonstrated any statistically significant change at the end of the study.
Furthermore, a comparison of the control and intervention groups showed improvement in the dimensions of the SCORE-15. This improvement was found to be statistically significant across all the dimensions of family function. Some other investigators have also noted an improvement in the impact of IPV using varying interventions.
35,36 Bailey 14 in her review pointed out that there was evidence suggesting that brief advocacy intervention increases the use of safety behaviours in both the short and long term, even for women who remain with the perpetrator. However, other authors have suggested that insufficient evidence exists to show whether less intensive interventions in healthcare settings for women who still live with the perpetrators of violence are effective.
14,17

Conclusion
The burden of IPV in pregnancy still remains enormous with a significant impact on the family, which is the smallest functional unit of the community. However, this study showed that intensive short-term counselling could help forestall this ugly menace. This was proved by the significant improvement in the mean family function scores in the intervention arm compared with the controls. 
Recommendations
In view of these findings the following is being recommended concerning IPV in pregnancy:
1. Screening for IPV should be incorporated into the consultation plan for every pregnant woman at the antenatal clinic.
2. Physicians should be equipped with simple short-term counselling protocols that could help to abate some of the complications of IPV.
3. This study was rather short term, thus a longer term evaluation of this intervention is needed to examine user outcomes and determine its effectiveness, and also to assess the effects of additional time on implementation.
4. Further research could be done in the general population or among men.
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